Primary stenting in acute carotid dissection
Sir, A 49-year-old man presented to us with aphasia and right hemiplegia of 6 h duration. On examination he had a gaze preference to the left side, global aphasia and dense right hemiplegia with Grade 0/5 power. He had no history of trauma or risk factors for stroke. Computerized tomography (CT) scan of brain showed a hyperdensity in the left sylvian fissure suggestive of thrombosis in middle cerebral artery (MCA) branches [ Figure 1 ]. He was taken up for digital substraction angiography (DSA) which showed a tapering occlusion of the left internal carotid artery (ICA) 3 cm after the origin with absent intracranial flow and very poor collateral flow via the contralateral ICA at 6 h. In view of the mechanical occlusion and the elapsing of the time window for intra-arterial thrombolysis, primary stenting was offered as an option. A microcatheter and microwire were passed through the true lumen of the ICA and a Spontaneous internal carotid artery dissection (SICAD) has classically been associated with a good prognosis and many clinicians treat it conservatively. [1] However, a recent study reiterates the very poor recanalization rates in SICAD with complete occlusion. [2] Moreover, collateral flow is critically important in maintaining cerebral perfusion in such patients. Hence our case highlights the option of primary stenting in selected cases of SICAD with ischemic stroke, especially those with complete occlusion of the ICA and poor collateralisation. Prior case reports have shown the importance of considering primary stenting over intraarterial thrombolysis in selected cases of ischemic stroke. [3, 4] Intravenous or intra-arterial thrombolysis was unlikely to have provided any benefits in this instance.
Multiple extracranial metastases from intradiploic meningioma
Sir, We report a case of a 46-year-old lady who presented with 15 × 15 cm swelling in the left gluteal region with radiating pain, weakness in her left lower limb, diminished perianal sensations and absent ankle jerks. Three years earlier she had undergone a subtotal excision of a left parietal intradiploic fibroblastic meningioma (MIB-1 index of 1%). It was attached to the underlying superior sagittal sinus, from which it was shaved off. A computed tomogram (CT) of the brain one year post-subtotal excision showed a 1 cm residual lesion in the left parietal parasagittal region for which she was advised a repeat surgery. She declined to have surgery. At the current presentation X-ray of the pelvis showed a lytic lesion involving the entire left side of the sacrum. CT of the brain showed a 3-cm enhancing mass at the site of previous surgery (left parietal parasagittal region) [ Figure 1 ]. CT scan of the sacrum showed an 11 × 11 × 9 cm enhancing soft tissue mass destroying the sacrum, coccyx and iliac aspect of the left sacroiliac joint, infiltrating surrounding tissues and vertebral canal [ Figure 2 ]. Angiography of the iliac vessels showed a tumor blush in the sacral region with feeders from both the internal and right external iliac arteries. X-ray cervical spine showed anterolisthesis of C2 on C3 with lucent areas in the body and lamina of C2. Bone scan showed increased uptake of tracer in the skull, cervical spine, left scapula and sacrum. 
